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430 Tysons Forest Drive
Rock Hill, SC 20732
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Plan of Correction (PoC)
Glenn Hoppin MAR 26 »pgs
Architectural/Engineering Techmcian 3= pern
DHSR Construction Section R Frxf': i\ - [
2705 Mail Service Center

Raleigh, NC 27699-2705

Dear Mr, Hoppin,

Thank you so much for those picturcs. Attached is the Plan of Comrection (PoC). The plan
has already started with the removal of the deck in the back of the building. I already

notified the contractor that did the bathroom floor and a licensed electrician has been
contacted.

T have been to the city building section and plan to work with them to see that the repairs
meet the code and are acceptable.

Thank you so much for your help.
s fhﬂlf—/

Adnumﬂlmtﬂr

Autamn Years Family Care Home
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| & Complaint Follow-up Survey was conductad on HON
| March 04, 2015 starting at 12:00PM and ending
| at 2:00PM. Not all of the previously citad = MAR 26 20015
- deficiencies wara correciad. Therafore, further

action Is required. EQE‘_LF:UF; :

| The remaining deficiencies that were obsarved
are as follows:

{Z 134) Bathroom-Location, Entrance Through % 134}

| SECTION .0300 - THE BUILDING

L1104 NCAC 136G .0309 BATHROOM

ic) Enirance to the bethroom shall not be
through a kitchen, another person's bedroom, or
anather bathraam,

idl The required residents’ bathrooms shall be
located sq that there is no more than 40 feet from
any residents' bedroom door to a resldent use

| bathroom door.

This Rule is not met as evidencad by:
| This maln regldant bathroom is unusable due fo
| extensive water damage to the floor,  The only

cther resident bathroom available is in a client

bedroom. During the May 18, 2014 bisnnial .
| sutvey It was noted that the shower In the cllent Ser e oo

bedarcom is not consfructed of a sultable material

for & showar fioor (plywood). Therefore here is |

no usable bathroom for residents in the faclity, ,
| Remove all residents until repairs can be made to |
| both bathroomse. Obtain all required parmits to

rmake necessary repairs, Submit coples of all |
| permits and approvals to the DHSR Conatruction |
| section. !
C 03042015

Fepairs have been made 1o the main resident |
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{C 134} Continued From page 1 {C 134} i
4 bathroom howsver, the repair to the sub flocring
 did not Include all the rotting sub flooring under
the bathlub, The bathtub has been ralinforced with Wil wgTmal MNeossshny fam
| wood but it is not an acceptable repair. Have a
| qualified individual remove and replace all rofted s
| and water damaged wood-nder the bathtub and g Ceredtan ST b
. anywhere |n the main bathroom, Obtaln all ; LDy
required parmits and inspections and submit Remwve frot. focTen :
coples of all documentation concerning this repair Iy la—cd IWITE [N
to the DHSR. Conatruction Sectian, il j:'% 04|20 is]
| The master bathroom shower floor has baen M ' WL By InagpecED |
| ined with a waterproof epoxy paint Have the M Beetet
i local buliding officlal inspect and approve this ﬂ"’f Trhe [ragpretol. e T TTUE
' repair, Submit copies of all inspections and oL Mace  Ex POy Pt
I approvals to the DHSR Construction Saction, |
{c 1?4]]' Building Equipmant Maintained Safe, Operating | {C 174}
| SECTION 0300 - THE BUILDING
| 10ANCAC 136G .0317 BUILDING SERVICE
EQUIPMENT
(a) The building and all fire safaty, electrical,
' mechanlcal, and plumblng equipment in a family
care home shall be maintainad in a safe and
| operating condition. i
i [J) This Rule shall apply to new and axisting !
i family care homes.
| This Rule is not met as evidenced by:
| 5. There are unsafe electical conditions in tha b L\ rircets Siecionltonr
. crawl space and the atlic. There are live open
| electrical connections and several open junction ML = el i
| boxes. There are also electrical boxes anrasr) Mezgosery PetmiT
| overloaded with too many wires for the size of the m_r P Tde Wi pEs O | |l 5
| alecirlcal box. Hire a licensed electrician to frem STy W !
correct all these unsafe conditions. Pull all 3
A . vl P T
required permits and submit copies of all parmita H(:E) Co el €% '}“
and approvals to the DHSR Construction sectlon o€ 5 '
! (% hob Menr Box = o |
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| The above liated deficlency still remains.
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